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[ Abstract] Objective To explore the efficacy and risk factors of poor outcomes in children of pancreati-
cobiliary maljunction without obvious biliary dilatation ( PBM-nonOBD) after duodenoscopy. Methods From
January 2020 to December 2022 , retrospective analysis was conducted 1-on children with PBM-nonOBD treated
by duodenoscopy in Children’s Hospital of Fudan University. They were assigned into two groups of effective
(n=24) and ineffective (n =20) treatment. Demographic profiles, clinical symptoms, laboratory tests and ima-
ging studies were collected and the children were followed up. Univariate and multivariate Logistic regression ana-

lyses were performed for identifying the risk factors influencing the outcomes after endoscopy. Receiver operating
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characteristic (ROC) curve was plotted for evaluate the predictive value of the relevant risk factors. Results

During an average follow-up period of (19.7 +8.6) months,the effective rate was 54.5% (24/44) . Post-endo-
scopic retrograde cholangiopancreatography pancreatitis was the most common postoperative adverse event (7/
44 /15.9% ). Ultimately radical surgery (27.3% ) and repeat endoscopy (15.9% ) were required. No signifi-
cant inter-group differences existed in such preoperative laboratory parameters as serum amylase , transaminases
or bilirubin. B/D-type PBM subtype predominated in effective treatment group ,accounting for 41.7% (10/24)
and 37.5% (9/24) respectively. Univariate analysis indicated that younger age,longer common channel length
and greater maximal diameter of common bile duct (CBD) were significant factors associated with poor out-
comes after endoscopy (P <0.05). Multivariable Logistic regression analysis revealed that younger age (OR =
1.645,95% CI.1. 645 —2.309) and longer common channel length (OR =0.720,95% CI:0.720 - 0. 968 )
were independent factors associated with poor outcomes (P <0.05). Area under the ROC curve (AUC) was 0.
838(95% CI:0.719 ~0.958) and 0.731(95% CI:0.567 ~0.894) and optimal cutoff values were 4.9 years
and 8.8 mm respectively. Conclusions With minimal surgical trauma and no serious complications, duode-

noscopy can effectively relieve symptoms in children of PBM-nonOBD. Young age and longer common channel

length may be associated with poor postoperative outcomes after duodenoscopy.
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Fig. 1 Four types of pancreaticobiliary maljunction on magnetic

resonance cholangiopancreatography
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Fig.2 Endoscopic retrograde cholangiopancreatography showed

pancreaticobiliary maljunction without obvious biliary
dilatation and intraoperative procedures

I PSR

ERCP R J5 JiE It ¢ ( post-ERCP pancreatitis,
PEP) : 5 ERCP ARJ5 24 ~72 h I35 UE ¥ fi K-V kit
TEHE FBR 3 £5 B AR eIk

BITA R BIUARE T I ARIE AR, oA 3
I ACHE ; BV ] T4 B 58 B4 48 e 48 1
JERABAE 2541 s+ A8 AR I AR TRIG TAIRYT .

o Geiteehb

% JH GraphPad Prism 8. 0. 1 #4781
I3 RGERER TR J7 K6 56 147 20 18] PO 3G 5 2 B BORER
FHH AT SR A, R PR FEAS ¢ K6 50 )
Bl Mann-Whitney U £ 50 #E 1720 0] b4, R FIHR
KR 73 A1 52 ) PBM-nonOBD f8 JL N 5% 36 97 TS 1Y
FER AR B R rh P <0.05 AR AL
K2 Logistic [B] 543 #7, fifi %6 PBM-nonOBD i JLL N
BOIRYT IE TS A R By a Rk R R, 2l 52 % L
VE4FAE (receiver operating characteristic, ROC) £k,
IR SER R R BN . P <0.05 25576

it L,
& R
A2 R LI PRATE IR U S (41/44,93.2% ) \IX

(21744 ,47.7% ) R+, It K GE L2 PR & (18/
44,40.9% ) 55 (14744 ,31. 8% ) I H E45 &5



B 5 UshRigs 2024 4 1 23 %5 188 J Clin Ped Sur, January 2024, Vol.23, No.1

+ 19 -

£ (11/44,25.0% ) # WL+ H ARG A5 505+ 5
i 5E2% 25 2015 4F PBM 431 33 F MRCP 2528 0]
WL R 4 B A BY(CRAERL) 8 4] (18.2% ) , B Y
(AEPRAERL) 13 44(29.5% ), C B (I [F AP 5K5) 9
#1(20.4% ) ,D RI(SZ 4R 14 4] (31.8% ) . MRCP
s AR [R]85 K B2 Ry (9.9 £3.5) mm, JIH GV B
Yo B R (6.1 £2.4)mm; 18 4 (40.9% ) B ILAFTE
A 5K, B R 18 ] (40. 9% ) B LAFAE N4
BERAJEL

AL B LBE DI 2 (19,7 £8.6) 4~ H, Bk
BITARCE R 54.5% (24/44) . RJFIFRIELL PEP
AL (7/44,15. 9% ), HoRJ& T AL & ol (27
44 .4.5% ), 12 1(27.3% ) FARJE 2 ~29 4~ A 5%
HIGFA, FAREHE . ERCP B RH S5 > 1 em
4 5], SEATPERRAE Yk 5 B, 5 & AR IR 22 4 )
FFDhBe L 5% 1 ., MR NBEIRIT 7 1
(15.9% ) , FARJEH M B LG 3 6] IR R E &
2 ) AR L BRI e 1 . B BT
ARERFEA, B 17 309 [R] B0 e L VI i i >R 28 B R e
A RIMRIRIT G UFS% 3 61(3/44,6.8% ) .

x1
Table 1

BRI AT o, AR/ RS 5 KRR
L [EE R E K2 N BEIR YT PBM-nonOBD & LTS
ANRBACH R (R 1) o WBIF AU EIL PBM 4y
RILL B BUA D BUR 3, 5 Har il 41. 7% (10/24)
H137.5% (9/24) ; 2l PBM 73 #1225 o 48 i 58
X(P>0.05), Logistic [alIH 534 7w , 4F /N DL K&
BRI 2 ] 457 4 B2 4K S N BRI 9T PBM-nonOBD £ L,
TR A RBERIER (£ 2) o AFEFIILR KR T
MM BEIRYT PBM-nonOBD & JLYF 21 ROC fHh £k 4n
3 frn, 4 T R (area under the ROC curve,
AUC) 733} 0.838(95% CI:0.719,0.958) F11 0. 731
(95% CI:0.567,0.894) , AR W (40501 Hy 4.9
8.8 mm, T R AL 35N 75. 0% F172.2% ,
SERES R 83.3% F175.0% (% 3)

Wow®

JERREAE i e i A I e AR i fe B PR 3%, P
FROLARIS K, HOB AR R g 5 s 201 L AR
TR )5 2 RLAE PBM B & R i B OCHEVEHT, O

PBEIR YT JCU AR Sk R IR A & e 5 R L R S 3R B 4
Univariate analysis of factors influencing the efficacy of ERCP in children of PBM-nonOBD
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Table 2 Multivariate analysis of factors influencing the efficacy of ERCP in children of PBM-nonOBD
A B{f FrifEiR Wald x* i P g OR 14 OR {1 95% CI
JR AR -0.187 0.185 1.022 0.312 0.830 0.830 ~1.191
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Table 3 ROC curve parameters of age and common channel length for predicting adverse outcomes

after endoscopy in PBM-nonOBD children
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Fig.3 ROC curve of age and common channel length for predicting

adverse outcomes after endoscopy in PBM-nonOBD children
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